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Frailty: time for a new approach to health care?
In The Lancet Healthy Longevity, Joanna Blodgett and
colleagues1 provide important evidence that frailty can
be observed and measured in younger age groups (ie,
in individuals aged ≥20 years), and is perhaps more
relevant for predicting health outcomes than age.
Except for women aged younger than 35 years, the
results show an overall increase in mean frailty levels in
all age groups for both men and women, accompanied
by stable frailty lethality, from 1999 to 2018 in the
USA. This increase poses some serious challenges for
population health management. If people are not only
failing to delay the onset of frailty in later years, but
are also experiencing frailty earlier in life, this trend will
result in a big challenge for health systems.
There have been substantial efforts over the past
40 years to try to compress morbidity (ie, delay the
amount of time spent in ill health or dependence),2 so
that the impact of diseases is delayed until the final 1 or
2 years of life and most of the increasing lifespan is spent
in relatively good health, with good levels of function
that enable meaningful participation in society. Yet,
assessments of the compression of morbidity hypothesis
have repeatedly yielded rather disappointing results,
with extra life years coming at the cost of most of these
years being spent in a state of frailty.3 In the UK, nearly
£6 billion per annum is spent on managing frailty-related
crises in people aged 65 years and older.4 If the impact of
frailty in younger age groups on health systems is similar
to that of age-related frailty, then a radical approach that
reconsiders our notions of a healthy lifestyle are required.
Why have we failed thus far to engage populations
in adopting a healthy lifestyle? The core elements
for successful healthy ageing are well known; doing
exercise, avoiding smoking and excessive alcohol
consumption, following a good diet, reducing stress,
being employed, and avoiding pollution.5 Yet, the data
presented by Blodgett and colleagues1 suggest that
these elements are either increasingly poorly adhered
to, or are insufficient to attenuate the accumulation of
deficits over the lifecourse. Data from the Organisation
for Economic Cooperation and Development from
the past decade point to the former, showing that,
although the proportion of people who smoke has
decreased, alcohol consumption, drug use, and obesity
have increased, despite policy interventions.6
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Hoping that these findings of poor lifestyle are
unique to the US population studied is an optimistic
interpretation of the study findings.1 All societies would
be well advised to consider the effect of increasing
levels of frailty over the lifecourse, as these will not only
manifest in terms of their effect on health and social
care systems, but also workplace productivity.
The study1 challenges us to reconsider our current
approach to addressing lifestyle. Often, we focus on single
(and measurable) issues, such as medical conditions,
exercise, and nutrition; however, engagement in all
aspects of healthy living is important for successful
ageing. Frailty is a complex, multisystem issue;7 as such,
single interventions will rarely be sufficient to engender
any meaningful effect, and multifaceted interventions
are therefore required.
Delivering and monitoring multifaceted interventions
consistently over the lifecourse will require motivation,
cooperation, integration, and attention to all aspects
of healthy living across all populations. The targeting of
such interventions in a way that they are acceptable to
the individuals they are intended to benefit—whether
from a cultural, racial, or any other perspective—is an
area that is much neglected. We also need to better
understand the role of deficit accumulation and the
manifestation of frailty in younger age groups. The frailty
construct relates to the accumulation of deficits over a
lifetime and is associated with ageing. Frailty in people
aged younger than 65 years could well be a different
syndrome than age-related frailty, in which the number
of dysfunctional systems affected is more predictive of
adverse outcomes than issues with any single system.8
For this younger age group, a frailty index might need
to consider lifecourse factors (eg, perinatal health) and
lifestyle components (eg, smoking, alcohol use, exercise,
and diet).
Aside from understanding frailty in younger age
groups, and although it is now possible to capture frailty
risk at a system-level (eg, the electronic Frailty Index
in primary care9 and the Hospital Frailty Risk Score10 in
secondary care), to our knowledge, no health system
has yet progressed to creating frailty registries that can
identify increasing frailty risk and initiate reviews and
interventions that are holistic in nature. We will need
to alter our approach to create holistic interventions
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that address not only the risk of specific diseases (eg,
cardiovascular risk), but also wider aspects that can
improve health. More importantly, these interventions
should address both patient-reported and diseasespecific outcome measures, as patient-reported out
comes could further refine our approach in ensuring
interventions are meaningful and acceptable to those
they are intended to benefit.
Even though such ideas might evoke notions of a socalled Big Brother, the alternative, which is to continue
as usual despite increasing evidence that our systems
will soon be overwhelmed, seems somewhat misguided.
Perhaps lessons from the COVID-19 pandemic, during
which aspects of individual freedoms were compromised
for the greater good, might begin to influence future
public health strategies, and allow health and social care
systems to adapt, so that they can address the current
and ever growing frailty pandemic.
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